
AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION
JAIL HEALTH SERVICES

Pubfic Health is not obligated to honor thls request unless all portlons are completed.

The underslgned authorizes:
U Outside Agency (give complete name & address) or E Ja¡f Health Records

To release the records of:
Client Name Alias (Optional)

ClÍant Phone #
Records wlll be released to:

Date of Birth

Person & lnslitution Affiliation

Street Address City/StateZip

Phone Number Fax Number

Date(s) of servlces requested
(lf no date given: the last lncarceration information will be releasod)

For the purpos-e of: n medícal/dental E legal ! personal D other (desølbe)

f.lgase verlfy what you erê requesting:
lJ Release Medical Health Records
tr Other Public Health MedicalRecords, speclfy:

I Verbal lnformation Exchange:

I understand that my records may contain informadon regarding the testing, diagnosis, and/or treatment of HIV
(AlÞS Virus), positivê sexually transmltted diseâses, drug and/or alcohol abuse, mental illness or psychiatic treatment.

When checked, th lease of the foltowlng tnformation:
florug or alcohot tr HtV (ÃrOs) testing/treatment
LlConfirmed STD I Psychiatrlc

Thls authorlzation explres (insert date or event, lnvalid lf left blank)
ls the recoíver an or f¡nanciel institution? thls will ln 90 lJYes E No

ClienUGuardian Signature Date

Relationship to

lnterpreter Date

You.have the right to recelve your response to thls requeslwlthln 15 buslness daye, You may revoke this authorlzatlon at any time by sendlng
a written revocation. lf Publlc Heelth has acted on thls authorization before recelpi of your revocation, we csnnot bo held liabie- Pubfiô Health-
['9y n9! r.eLusg try{mgnt to you or the person under your guardlanshlp lf you do not slgn thls furm. You are entiüed to a copy of this form.
\Mten Publlc Heallh dlsclosee thls lnforma$on, lt oan be subfect to re'dlsclosure by the rÊclpl€nt and is no longer protected bi publlc Hêalth.
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REQUEST FOR AND CONSENT TO RELEASE OF
MEDICAL RECORDS PROTECTED BY 38 U.S.C. 7332

eKecution of this lomr does not authorize the release of infon¡ation other than that specificatly described below. The ilrfonnation iequestcd on this fonn is

However,
undersolicited Title andu.s.c, will38, aul.horize orcleass infonnationi disclosureYour theof infon¡ation thisort lsformspeciS.you requested voluntary.
if infonnationthe s not Vetemnsoffumished, willAffairs unablebe to thewithcornply request.

ENTER BELOW THE PATIENT s NAME AND SOCIAL SECURITY NUMBER IF THE PATIENT DATA CARD IMP RINT IS NOT USED.

PATIENT NnUn (Last, First, Middle Initial)\TO: Department of Veterans Affairs (print or rype name
and address ofHealth care facility)

VA Puget Sound Health Care System
1660 S. Columbian Way

wA 98108-1s97

SOCIAL SECI.JRITY NUMBER

NAME^AND ORGANIZATION, TITLEOFINDTVIDUALTO WHOM INFORMATION IS TO BE

VETERANIS REQUEST: I
organization, or individual named
condition(s):

request and authorize Department of Veterans Affairs to release the information spec¡fied below to the
on this request. I understand that the information to be released included information regardíng the following

TESTTNC FOR OR INFECTION WITI{

InwnNrMMrJNoDEFrcrENCYVIRUS trALCOHOLÍSM OR ALCOHOL ABUSE SÍCKLE CELL
ANEMIA

X¡nucnsuse X
(Check applicable box(es) and state the extent or nature of the information to be disclosed, giving the dates

Two way verbal and written information regarding all aspects of health care, including rnental health and/or

INFORMATION REQUESTED:
or approximate dates covered by each)

substance use disorder treatment records and housing status.

E Copy of Outpatient Treatment Note(s) I otn"ttr copy of Hospital Summary

Purpose(s) or need for which the information is to be used:

X Assist client in meeting legal requirements ftCoordination of Care f] Transfer Tx to another agency
E Assist with housing application tr Other:

disclosure;

UTHORIZAA TION thisthat has madebeen withoutand andcoercl0n thethatcertify request informationfreely voluntarily
ISabove toaccurate the best of kno undersI Iglven thattand thisrevoke atauthorization t'ne tmy wledge. may thetoany excep

thatextent hasaction been taken to wl ir.th ofRedisclosure medical records thosealready abovethecomply lny by receiving
informationauthorized not be withoutmay writtenfurther Withoutconsent.accomplished the consentmy expressmy revocation,

rvill 1 satisfaction theof forneed onautomatically (explre: ) upon date: date or(2) ( bysupplied patient: (3)
theunder follor,ving condition(s):

Date: Signature of Patient or Person Authorized to Sign for Patient

FOR VA USE ONLY

Type and Extent of Material Releasedl¡Vf PRINT Patient Data Card (Name, Address, Social Securiry
Nurnber)

Date Released Released By:

Department of Veterans AffairscÐ

VA FORM 10-5345 ( R ) (663 Automated)



Sound Mental Health MRN:
AUTHORIZATION to REQUEST , SHARE OR RELEASE H EALTH CARE I N FORMATION

Clíent Name: F

Date of B rth:
Ad
c

lnformation to be shared or released b
A

Address:

Phone:
!

sos 29'n stroet sE
Auburn, WA 98002

253.876-7650
Fax: 253-876-7651

14270 NE 21d Straet
Bellevue, WA 98007

42s-653-5000
Fax: 206-726-5790

1600 East Olive Straet
Seattle, WA 98122

206-302.2200
Faxi 206-302-2210

Ihrs is a 90 day authorìzation to request or discfose healthcare information
OR

n f¡¡s authorizatÌon allows mutual exchange of information between the entities listed above in order to provide
and/or coord¡nate care until 30 days after discharge from this episode of care, unless revoked by the client.

on

The purpose of the request / disclosure
tr Care Coordination ! Referral E Disabili ty Confirmation [egal

Emergency/ Family Contact
Care Coordinator

lnformation to Coordinate Care
lnitial Assessment
Psychlatrlc Evaluation
Psychological Evaluation
Treatment Plan

Care Provider
cso

reatment/Prog ress Notes
Discharge Summary
Medication lnformation
Physical Health lnformation
School Records/ IEP
CD Assessment

! Case Worker
School-Based Care Contact

$peplfîc lnformation to be disclosed:
LJ StatusRepcjrt ! Recent¡

E Other (specify)

Other:

lf information ís requested for specific dates, p/ease nofe dafes:

I understand that
offered at SfvlH.

my
This

healthcare information/record contains lnformation about
may include lnformation about my mental health, alcohol

my treatment and services I receive through a
and drug dependence, STDs and HIV / AIDS

variety of programs
status and other specificareas (i.e,, domestic violence) as it applies to my

protected under both Federal and State laws and
treatment and recovery I also understand that my records and healthcare information are
cannot be disclosed or ed without my consent unless othen¿vise provided by law

This authorization to release or disclose information expires in g0 days unless it is an agreement to share information during this episode of care. lVlytreatment at SIVIH is not conditioned on s igning this authorization. This agreement to request, release or share information may be revoked by me, inwriting at any time. The revocation wilf not have any etfect on actions taken before the revocation ls received by SMH, There may be chargesassociated with the release of healthcare information. These charges will not exceed the amounts allowable under Slate lar,v

Client S ture:

I understand that one of the lederal privacy laws, the Health lnsurance Portability and Accountability Act (HlpM), has limited applicability and protects
thedisclosureofinformationbyandbetweenhealthcareproviders,healthinformationclearinghou"åránàhealthplans/hearl.rìnJurrìr. nlpMdoes
not protect the disclosure and possible re-disclosure of personal health information to lndividrials or organizations not covered by HlpAA, However,other federal and state laws do apply and will continue to protect my personal health information.

program.
re-disclos

lf Appropriate-

ParenUGuardian ture:
RelationshÍp to Client: n parent ! Guardian-Appointed

Date: / /
Date: / /

AKA:
SSN

Phone NCode:

to be shared or released to:
Name

SMII - information in nextn SMH - lndicate contact/ oninformati ln next n,sectio
Address

Phone:

4240 Auburn Way North
Auburn, WA 98002

253-876-8900
Fax: 253.876.8980

4238 Auburn Way North
Auburn, WA 98002

253-876.7600
Fax: 253-876-8980

14216 NE 21't Straet
Bellevue, WA 98007

425-653-4900
Fax: 425-653.4939

6100 Southcsnter Blvd., Suite 200
Tukr¡¡ila, WA 98188

206 t.t4 7800
Fax: 206-4 I l-7890

16225 NE 87rhst.,Suite A-6
Redmond, WA 98052

425-869-4960
Fax: 206-

11629 Avondale Road
Redmond, WA 98052

42s-653.5070
726-5790

8705 166rh Ave NE
Redmond, WA 98052

425.869-6634

122 16rh Ave E
Sealtle, WA 981 12

206-302-2700

4rh Ave NE, Sulte 303
Seattle, WA S8l 15

206.302.2900
Fax:206-302-2750

9706 2719 East Madison, Suite 200
Seattle, WA 981'12

206.302.2600
Fax: 206.726-5769

o^ÍÃ.^-^^-
Guardi erS

! Guardian-Healthcare Por,ver oi Attorney



Sound Mental Health MRN

AUTHORIZATION to REQUEST SHARE OR RELEASE HEALTHCARE INFORMATION
Client Name:
Date irth:

ress:

lnformation to be shared or released
ame

Address:

Phone:

505 29tn street sE
Auburn, WA 98002

253-876.7650
Fax: 51

14270 NÊ 21
d street

Bellevue, WA 98007
42s-6s3-5000

Faxi 206-726-5790

1600 East Olive Street
Seattle, WA 98122

206-302-2200
Faxt 206-302-2210

fhis,s a 90 day authorization to request or dÍsclose healthcare information,
ORI This authorization allows mutual exchange of information between the entities listed above in order to provide
and/or coordinate care until 30 days after discharge from this episode of care, unless revoked by the client
The or orqanization
! Emergencyl Family Contact E Care Provider¡ cso

E Case Worker
Care Coordinator School-Based Care Contact

The purpose of the request / disclosure ls;
E Care Coordination E Referral fl Disability Confirmation E tegal E Other (specify)

Status Recent TreatmenUProgress Notes ! Otner:

!
¡
tr
tr

lnformation to Coordinate Care
lnitial Assessment
Psychíatric Evaluation
Psychological Evaluation
Treatment Plan

Dlscharge Summary
Medication lnformation
Physical Health lnformation
School Records/ IEP
CD Assessment

lf lnformation is requested for specific dates, please note dates:

I understa my treatment and services I receive through a variety of programs
offered at I aird drug dependence, STDs and HIV / AiDS status'and othär specific
areas (l'e ram. I alðo understand that my records and healthcare information areprotected -disclosed without my consent uniess othenvise provided by law.

I understand that one of the federal privacy laws, the Health lnsurance Portability and Accountability Act (HlpAA), has limited applicability and protects
the disclosure of information by and between healthcare providers, health information clearinghousäs anà health plans/health iÅsurers. HlpM does
not protect the disclosure and possible re-disclosure of personal health information to individuals or organizations not covered by HlpAA, However,
other federal and state laws do apply and will continue to protect my personal health information.

This authorization to release or disclose lnformation expires in 90 days
authorization. This

unless it is an agreement to share information during this episode of care. ñly
treatment at SñlH is not conditioned on signing this agreement to requsst, release or share information may be revoked by me, in
writing, at any time. The revocation will not have any effect on actions taken before the revocation is received by SMH. There rnay be ch arges
associated with the release of healthcare information. fhese charges will not exceed lhe amounts allowable under State law.

Client ture:
lf Appropriate-

Parent/Guardian ture:
Relationship to Client: n Parent D Gua

Date: / /
Date: / /

AKA:
SSN

State/Zi c Phone Num s

to be shared or released to:

nization:
Name

SMll - lndlcate contacUaddress informaiion in nlxt-sðctión] SMH - lndicate oon rCSS ation in next section.
Address
City/State/Zip:

4240 Auburn Way North
Auburn, WA 98002

253-876.8900
Fax: 253-876.8980

4238 Auburn Way North
Auburn, WA 98002

253.876.7600
Fax: 253.876-8980

1421 6 NE 21't Street
Bellevue, WA 98007

42s.653-4900
Fax: 425-653-4939

6100 Southcenter Blvd., Sulte 200
Tukwlla, WA 98188

206- I t4-7800
Faxt 206.444-1890

P ne:

U
16225 NE 87'hst.,Sufte A.6
Redmond, WA S8052

425-869-4960
Fax: 206-726.5790

IJ
11629 Avondale Road
Redmond, WA 98052

425.6s3-5070
Faxi 206-726-5790

IJ
8705 166rh Ave NE
Redmond, WA 98052

425.869-6634
Faxl 206-726-5790

tr
122 f 6'h Ave E
Seattle, WA 981 12

206-302.2700

IJ
9706 4rh Ave NE, Suite 303
Seattle, WA 98115

206-302.2900
Fax: 206.302-2750

IJ
2719 East Madison, Suite 200
Seattle, WA 981 12

206.302-2600
Fax: 206.726-5769

Guardian-Other
rdian-Appointed ¡ Guardian-Healthcare Por¡rerofAttorney



Sound Mental Health MRN

AUTHORIZATION to REQUEST, SHARE OR RELEASE HEALTHCARE INFORM ATION
Client Name: M L
Date of Birth:

d ress
Code:

lnformation to be shared or releas
Name

n:

Phone

505 29'h Street sE
Auburn, WA 98002

2s3-876.7650
7651

14270 NÊ 2',1
d street

Bellevue, WA 98007
425-653-5000

Fax:

1600 East Olive Street
Seattle, WA 98122

206-302-2200
Fax:206-302-2210

fhis /s a 90 day authorization to request or disclose healthcare information
OR

! f¡rs authorization allows mutual exchange of information between the entities listed above in order to provide
and/or coordinate care until 30 days after discharge from this episode of care, unless revoked by the ctient.
The person or orqanization listed above is:
I Emergencyl Family Contact E Care Provider E Case Worker

Care Coordinator cso E School-Based Care Contact

The purpose of the request / disclosure
E Care Coordination E Referral E Disability Confirmation E Legal E Other (specify)

Status Repcirt
lnformation to Coordinate Care
lnitial Assessment
Psychiatrlc Evaluation
Psychological Evaluation

Recent TreatmenUProgress Notes
Discharge Summary
Medication lnformation
Physical Health lnformation
School Records/ IEP
CD Assessment

E other:

I understand that my healthcare lnformation/record contains information about my treatment and services I receive through a variety of programs
olferedatSlVlH. Thismaylncludelnformationaboutmymental health,alcohol anddrugdependence,sTDsandHlV/AlDSstatus-andoth-erspecific
areas (i,e., domestic violence) as it applies to my treatment and recovery program. I alõo understand that my records and healthcare informatiòn are
protected under both Federal and State laws and cannot be disclosed or re-disclosed without my consent unless othen¡vise provided by law.

I understand that one of the federal privacy laws, the Health lnsurance Portability and Accountability Act (HIPAA), has limited applicability and protects
the disclosure of information by and between healthcare providers, health information clearinghousâs and health plans/health inéurers. Hlp44 does
not protect the disclosure and possible re-disclosure of personal health information to individuals or organizations not covered by HlpM, However,
other federal and state laws do apply and will continue to protect my personal heallh information.

This authorization to release or disclose information expires in g0 days unless it is an agreement to share information during this episode of care, ñly
treatment at SIvIH is not conditioned on signing this authorization. This agreement to request, release or share information may be revoked by me, in
writing, at any time, Ihe revocation will notiave any effect on actions taken before the ievocation is received by SlvlH. There may be chargés
associated with the release of healthcare information. These charges will not exceed the amounts allowable under State law.

E Treatment Plan

lf ínformation ís requested tor speciflc dates, please note dates:

Client Si ture:
lf Appropriate-

ParenUGuardian S ture:

Date: / /

Date: / /

AKA:

Phone Num

lnformation to be shared or released to:
Name:

! ilttütrç Organization:
SMll - lndicate codtacUaddrêss-infórmation iñ ñèit dection SMH - lndicate ddress information in next section.

Address:

4240 Auburn Way North
Auburn, WA 98002

253-876.8900
Fax: 253-876-8980

tr
4238 Auburn Way North
Auburn, WA 98002

253.876-7600
Fax: 253-876.8980

U
14216 NE 2l"tStrset
Bellevue, WA 98007

42s.653-4900
Fax: 425-653-4939

6100 Southcenter Blvd., Suits 200
Tukwlla, WA 98188

206.44+7800
Fax: 206-444-7890

IJ

Redmond, WA 98052
425-869-4960

16225 NE BTthst.,sulte A-6
U
11629 Avondale Road
Redmond, WA 98052

425-653.5070
Fax: 206-726.5790

IJ
8705 166rh Ave NE
Redmond, WA 98052

425-869-6634
Fax: 206-726-5790

U
1 22 16rh Ave E
Seattle, WA 98'l l2

206-302.2700

LI
9706 4rh Ave NE, Suite 303
Seattle, WA 98'll5

206-302-2900
Fax:206-302.2750

E
2719 East Madisori, Suite 200
Seattle, WA 98112

206-302.2600
Fax: 206.726.5769

Relatlonshíp to Client: n Parent D Guardian-Appointed ! Guardian-Healthcare Po'¡¡er of Attorney



Sound Mental Health

AUTHORIZATION to REQUEST SHARE OR RE
Client Name:
Date rt

ress:
c

lnformation to be shared or released

Address:

Phone:
tr

505 29th Street SE
Auburn, WA 98002

253.876.7650
Fax: 253-876-7651

14270 NE 21 " sFeåt
Beflevue, WA 98007

425.653-5000
Fax: 206-726-5790

1600 East Olive Street
Seattle, WA 98122

206.302.2200
Fax:206-302.2210

OR

MRN

LEASE HEALTHCARE INFORMATION

E other:

fl fnrs authorizatÌon
and/or coord¡nate

tr
tr
tr
tr

lnformation to Coordinate Care
lnitial Assessment
Psychiatric Evaluation
Psychological Evaluation
Treatment Plan

Recent Treatment/Progress Notes
Discharge Summary
Medication lnformation
Physical Health lnformation
School Records/ IEP
CD Assessment

Ihls,s a 90 day authorization to request or disclose healthcare information

allows mutual exchange of information between the entities listed above in order to provide
care until 30 days after discharge from fñrs episode of care, unless revoked by the ctient.

cso
Emergency/ Fam ily Contact
Care Coordinator

E Care Provider I Case Worker
School-Based Care Contact

The purpose of the request / disclosure ls:
D Care Coordination E Refenal E Disability Confirmation tr Legal E Other (specify)

tatus

I understa
offered at Txi',åili::1,:Î:.'."9:iïå:ïå'i,,'0ii?3r"J,:',',"jt ifoTi,s:$ì,.r.
areas (i'e' rogram. I alðo uàderstand that my records and healthcare information areprotected -disclosed without my consent uniess othenvise provided by law.

I understand that one of the federal privacy laws, the Health lnsurance Portability and Accountability Act (HIPAA), has limited applicability and protects
thedisclosureofinformationbyandbetweenhealthcareproviders,healthinformationclearinghou.ätanàhealthplans/healthiåéurers. HlpMdoes
not protect the disclosure and possible re-disclosure of personal health information to individuals or organizations not covered by HlpM. However,
other federal and state laws do apply and will continue to protect my personal health information,

lf lnformatlon is reguested for specific dates, please note dates:

Thís authorization to release or disclose information expires in 90 days unless it is an agreement to share information during this episode of care. ñly
treatment at SfulH is not conditioned on signing this authorization, This agreement to request, release or share information may be

taken before the revocatíon is received by SMH, There may
revoked by me, in

writing, at any time, The revocation will not have any effect on actions be charges
associated with the release of healthcare information. These charges will not exceed the amounts allowable under State law

Client ture: Date: /
lf Appropriate-

ParenUGuardian Si ature:
Re I a ti o n shi p to C lient: Parent EGuardian-Appointed

Date: / /

F L AKA:
SSN:

at e: Phone Num s

lnformation to be shared or released to:
Name

)rganization: n
SMhl - lndicate contacUaddress information in next section. I SMH - lndicate contacUaddress information in next section.

Address:
CityiState/Zip:
Phone:

U:
4240 Auburn Way North
Auburn, WA 98002

253.876-8900
Fax: 253.876-8980

U
4238 Auburn Way North
Auburn, WA 98002

253.876.7600
Fax: 253-876-8980

tr
14216 NE 21'r street
Bellevue, WA 98007

425-653.4900
Fax: 425-653-4939

U
6100 Southcenter Blvd., Suite 200
Tukwfla, WA 98'188

206444-7800
Fax: 206-¿f44-7890

tr
16225 NE 87rhst,,Suite A.6
Radmond, WA 98052

425.869.4960
Fax:206.726-5790

tr
'l't629 Avondale Road
Redmond, WA 98052

425-653-5070
Fax: 206.726-5790

U
8705'l66rh Av€ NE
Redmond, WA 98052

425.869-6634
Fax: 206-726-5790

!
122 16'h Ave E
Seattle, WA 08112

206-302-2700

tr
9706 4th Ave NE, Sulte 303
Seattle, WA 98115

206.302.2900
Fax: 206.302.2150

U
27'19 East Madison, Sulte 200
Seattle, WA 981 12

206.302.2600
Fax: 206-726-5769

o
G

n Guardian-Heallhcare Power of Attorney


